Efficacy of group conversation intervention in individuals with severe profiles of aphasia by McFee, Alexandra
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Boston University Theses & Dissertations
2018
Efficacy of group conversation
intervention in individuals with
severe profiles of aphasia
https://hdl.handle.net/2144/30934
Boston University
BOSTON UNIVERSITY 
 
SARGENT COLLEGE OF HEALTH AND REHABILITATION SCIENCES 
 
 
 
 
 
Thesis 
 
 
 
 
 
EFFICACY OF GROUP CONVERSATION INTERVENTION IN 
 
INDIVIDUALS WITH SEVERE PROFILES OF APHASIA 
 
 
 
 
by 
 
 
 
 
ALEXANDRA McFEE 
 
B.A., University of Central Florida, 2016 
 
 
 
 
 
 
 
 
Submitted in partial fulfillment of the 
 
requirements for the degree of 
 
Master of Science 
 
2018 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 © 2018 by 
  ALEXANDRA McFEE 
  All rights reserved 
 
  
Approved by 
 
 
 
 
 
 
 
First Reader   
 Elizabeth L. Hoover, Ph.D., CCC-SLP, BC-ANCDS 
 Clinical Associate Professor of Speech, Language and Hearing Sciences 
 
 
 
 
Second Reader    
 Swathi Kiran, Ph.D., CCC-SLP 
 Associate Dean for Research 
 Professor of Speech, Language and Hearing Sciences 
 
 
 
 
Third Reader   
 Magdalen A. Balz, M.S., CCC-SLP 
 Lecturer of Speech, Language and Hearing Sciences
  iv 
EFFICACY OF GROUP CONVERSATION INTERVENTION IN 
INDIVIDUALS WITH SEVERE PROFILES OF APHASIA 
ALEXANDRA McFEE 
ABSTRACT 
 The present study examines the efficacy of group conversation intervention for 
Individuals with Severe Aphasia (IWSA) in a preliminary case study of five participants. 
IWSA are particularly marginalized from society as a result of profound communication 
deficits. Current efficacious treatment strategies for IWSA are compensatory in nature 
however, IWSA have the same goals of less severe profiles with regard to rengagement 
in social and community life. IWSA are commonly excluded from research regarding 
participation based treatment due to their complex profiles. Aims of the study were to 
determine if IWSA improved in discrete linguistic measures, functional and quality of 
life measures and targeted elements of discourse production as a result of 20 total hours 
of group conversation therapy. Results of evaluations conducted at pre-treatment, post-
treatment and maintenance intervals revealed significant improvements on standardized 
linguistic measures from pre to post treatment for two of the five participants. Group 
analysis of functional measures showed no change across testing intervals, however when 
individual clinically significant change scores were calculated on one measure, three of 
five participants demonstrated clinically significant increase in self-reported 
communicative effectiveness at maintenance testing. Results of discourse analysis were 
variable by participant and dependent on targeted outcome measures/individualized 
goals. Overall, results should be interpreted with caution, due to the variability in the 
  v 
participant’s profiles, lack of a standard measurement tool for narrative samples and 
small sample size. Patterns in results prompt further research regarding efficacy of 
conversation therapy for IWSA.
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INTRODUCTION 
 Aphasia is defined as a disorder resulting from damage to the language centers of 
the brain (NIDCD, 2017). It often is caused by stroke, head injury, brain tumors or 
neurological disease. Aphasia impairs receptive and expressive language in both the 
written and oral modalities. (NIDCD, 2017). Aphasia is not attributable to another more 
general intellectual or cognitive deficit, sensory impairment or impairment of the motor 
system to produce speech (Simmons-Mackie, King & Beukelman, 2013). A recent study 
revealed that a conservative estimate of the number of individuals living with aphasia 
(IWA)  due to stroke, TBI or brain tumor in the United States is 2,629,442 (Simmons-
Mackie, 2018) and this number is only expected to increase in the coming years, as baby 
boomers age beyond 65. Furthermore, advances in medical treatments are decreasing 
mortality rates of those who suffer stroke, TBI and brain tumors, which increases the 
likelihood of survival with subsequent deficits, such as aphasia (Simmons-Mackie, 2018).  
Of the estimated 2.6 million individuals with aphasia, it is unknown precisely how 
many individuals are living with severe aphasia, as the classification of “severe” can 
encompass a variety of subtypes, etiologies and time post onset. Aphasia can range from 
a complete inability to speak or comprehend to only slight word retrieval difficulties. 
Aphasia can be classified by anatomical bases (global, Broca’s, Wernicke’s, etc.) or by 
fluency of the individual’s speech (classified into fluent vs nonfluent) (Chapey, 2008). 
Classifications based on severity can be determined by clinical judgement supported by 
observation, severity rating scales or a severity score using a valid and reliable measure 
(Chapey, 2008).  Some research designates the “global” subtype of aphasia as severe. 
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Within this classification, statistics have revealed that individuals presenting with a 
global subtype of aphasia represent approximately 20-25% of all aphasia diagnoses 
(Kertesz, 1979). This statistic closely aligns with a more recent study examining 
incidence of aphasia following first ischemic stroke, who found severe aphasia in 26% of 
their sample (Engelter et al., 2006). Time post-onset is another factor to consider, as the 
severity of aphasia can evolve or recover with time. For example, Pedersen, Vinter and 
Olsen (2004) found 32% of first strokes were diagnosed with global aphasia, but one year 
later only 7% maintained this diagnosis. Similarly, Ali, Lyden and Brady (2015) found 
17.1% of a large sample of IWA presented with severe profiles initially poststroke, but 
25.5% of those individuals recovered 3 months later.  To further determine prevalence of 
severe profiles of aphasia, a sample of 163 IWA was reviewed from the Boston 
University Aphasia Research Lab which revealed that of 163 IWA, 24, or 15%  presented 
with aphasia quotients less than or equal to 30 on the Western Aphasia Battery, 
classifying as severe (Beeson, Rising & Volk, 2013). Comparing severity across studies 
is challenging given the myriad of classification factors, however an overarching pattern 
across samples suggests that approximately 16% of IWA present with severe 
communication deficits associated with aphasia, equating to nearly 450,000 individuals in 
the United States today.   
An unfortunate consequence of a communication disorder is the misplaced 
assumption that the individual in question also has an intellectual disability, and aphasia 
is reportedly one of the least understood communication disorders by the general public 
(Simmons-Mackie, King & Beukelman, 2013). This misunderstanding and lack of 
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knowledge of aphasia promotes negative attitudes toward aphasic individuals in the 
community, and makes it difficult for individuals with aphasia (IWA) to engage in 
community life (Parr, Byng, Giplin & Ireland, 1997). Communication difficulties as a 
result of aphasia are therefore extremely socially isolating for the individuals living with 
the disorder and contribute to a poor quality of life. A study by Boden-Albala et al (2005) 
found that aphasia is directly correlated with decreased participation in favored activities 
prior to its onset. This diminished participation in meaningful activities not only 
negatively contributes to quality of life, but also to overall health outcomes, including 
mortality. Seeman (2000) found that negative social interactions are associated with 
elevated stress hormones, increased cardiovascular activity and depressed immune 
function. Further studies show connections between social isolation and elevated 
mortality risk in patients with coronary artery disease (Brummett et al., 2001) and the 
correlation between depressiveness and a large number of chronic diseases (Heikkinen & 
Kauppinen, 2004).  
 These statistics apply to all IWA, regardless of severity. However, they are 
especially true for those presenting with more severe profiles of aphasia, as they are 
particularly marginalized from society. Parr (2004b) found in a study that people with 
more profound communication deficits (severe profiles of aphasia) had “little access to 
employment, education, training or leisure activities” and were often excluded from 
benefits of health and social care due to continuous communication breakdowns. 
Additionally, it was reported that Individuals with Severe Aphasia (IWSA) felt they were 
frequently patronised, talked about and teased, and believed they had little to no control 
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of their day to day lives (Parr, 2004b). Therefore it is clear that the consequences of 
severe aphasia reach far beyond loss of communication, and impact every aspect of daily 
life. Speech and language intervention is an effective manner in which to combat 
communication difficulties and their widespread consequences. Speech-language therapy 
has been proven to improve functional communication, reading, writing and expressive 
language  and self- reported quality of life (Brady, Kelly, Godwin, Enderby & Campbell, 
2016). Since resources and access to adequate rehabilitative care are limited in the United 
States, it is necessary that treatment is functional and effective.  
Functional and effective treatment is directly correlated to how well an individual 
can participate in daily life situations. The Life Participation Approach to Aphasia 
encompasses these ideals, and is defined as “a consumer driven service-delivery approach 
that supports individuals with aphasia and others affected by it in achieving their 
immediate and longer term life goals” and focuses on “re-engagement in life” (LPAA 
Project Group, 2008). It emphasizes the importance of personally relevant participation 
goals for IWA. This approach to intervention fits within the scope of the World Health 
Organization’s framework of the International Classification of Functioning, Disability 
and Health (WHO-ICF), which integrates medical and social models of medicine, 
stressing the importance of activities and participation on the overall well-being of an 
individual with a disability (World Health Organization, 2001). The LPAA within the 
framework of WHO-ICF establishes an expectation for functional, participation based 
speech-language therapy for IWA. 
Traditional speech and language therapy is individualized, didactic treatment 
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involving tasks that target an area of speech production, auditory comprehension, 
reading, writing and/or other cognitive modalities. While clinician focused intervention is 
client centered with functional goals in mind,  individuals make progress in therapy 
sessions on mainly discrete language and cognitive measures, and generalization to 
functional communication is sometimes difficult to achieve. The goal of the SLP is 
always to achieve functional communication outcomes for not only the client, but also for 
the purpose of funding from third party payers and to benefit communication partners in 
the community (Elman, 2007). This is difficult to do in limited, individual treatment 
settings. SLPs need to intervene in the same, or as close to the same, communication 
environment that is experienced by the individual outside of therapy in order for skills to 
appropriately generalize. Therefore a primary objective of speech-language therapy 
(SLT) is to provide opportunities for the clients to engage in conversation and social 
interaction (Simmons-Mackie, Savage, & Worrall, 2014). Therapy should encompass 
functional situations as much as possible, and one method that fosters natural 
conversation is through a social approach to aphasia intervention. The goal of a social 
approach is to promote membership in a communication society and participation in 
personally relevant activities (Chapey, 2008), which falls within the scope of LPAA. The 
functionally relevant outcomes proving that service makes a difference in the lives of 
clients is also necessary for funding sources. Within the social approach is conversational 
therapy.  
Improved conversational skill and improved participation through conversation 
should be a primary objective of aphasia therapy (Wilkinson, 2010), and one means of 
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enhancing conversation skills is through direct conversation therapy. Conversation 
therapy involves strategic facilitation by a clinician, or clinicians, where individual goals 
are targeted in the context of social interaction with the use of multimodal supports. This 
method of therapy focuses on altering communication behavior, but within the context of 
conversation (Simmons-Mackie, Savage & Worrall 2014) with an emphasis placed on 
gaining confidence and skills for increasing participation in communicative interactions 
(Chapey, 2008). Conversation therapy can be delivered as individual intervention or as 
group intervention. Conversation therapy administered in a group setting best imitates 
social interactions experienced in daily life, as it provides a social context for IWA as 
well as allows them to develop social relationships (Simmons-Mackie, Savage & Worrall 
2014).  
 Group therapy has been found to be an effective setting for improving 
communication skills (Elman & Bernstein-Ellis, 1999a) and quality of life for IWA 
(Elman & Bernstein-Ellis, 1999b). Group conversation therapy focuses on the 
communicative interaction versus discrete language skills. Since the treatment occurs in a 
natural conversation context, intervention can also build skill and confidence in a variety 
of naturally occurring communication genres rather than limitation to one communicative 
context (Chapey, 2008). Additionally, IWA benefit from the diversity of language models 
supplied by conversation partners and spontaneity of discourse. In addition to improved 
speech- language communication skills, the group dynamic fosters a sense of joint 
purpose and emphasizes meaningful interactions (Graham & Avent, 2004) which 
subsequently provides psychosocial benefits through increased confidence to build 
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interpersonal connections and engage in social activities. Elman and Bernstein- Ellis 
(1999b) provide quantitative and qualitative data to support these benefits through a 
randomized control trial that further proved the outcome of positive health and longevity 
as a result of group treatment for aphasia. Overall, efficacy for group treatment for IWA 
is strong, however it is of note that those with more severe profiles of aphasia are often 
excluded from the research that supports it.  
 Severe profiles of aphasia are often excluded from research regarding the efficacy 
of group, conversation and participation oriented treatment because it is too difficult to 
ensure comprehension, and also too difficult to promote participation given they do not 
converse in a traditional manner. They often are only included as subjects in experimental 
studies as opposed to being featured in research for functional outcomes because the 
methodology is not suitable for their complex communication needs (Parr, 2007). Given 
this complexity, there is a limited number of outcomes available for these profiles in 
group treatment and consequently a need for further investigation regarding outcomes of 
group conversation therapy and participation oriented treatment for IWSA. 
Due to the lack of evidence based conversational, group or participation based 
outcomes of therapy for IWSA, treatment usually involves compensatory techniques, 
such as the sole use of augmentative and alternative communication (AAC) devices and 
unaided communication techniques (e.g. gestures). For example, Visual Action Therapy 
(VAT) is a non-verbal, gestural based program designed to train individuals with severe 
aphasia to produce representational gestures for purposes of functional communication 
(Helm-Estabrooks, Albert & Nicholas, 2004). It consists of moving the client through a 
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series of phases, beginning with matching pictures to objects, to representing hidden 
items with self- initiated gestures in order to communicate. After successful treatment 
using VAT, individuals can progress to expand gestural repetoire with Amer-Ind Code. 
Skelly (1979) created Amer-Ind Code as an adaptation of American Indian Hand Talk in 
which gestures were modified for contemporary representations and use by aphasic 
individuals. These gestures represent concepts rather than vocabulary. Rao (2001) found 
the 236 concepts or labels in Amer-Ind equated to a vocabulary of 2500 English words. 
While effective in supplementing or replacing verbal output,  multiple studies have 
shown Amer-Ind Code as a sole treatment modality did not improve verbal production 
skills (Rau & Fox, 2009). Mastery of Amer-Ind can eventually progress to use of two-
gesture combinations using the program Promoting Aphasics’ Communicative 
Effectiveness (PACE) (Davis & Wilcox, 1981). With all gesture-based communicative 
therapy, communication partners must be trained to understand as well as respond with 
the appropriate gestures. Communicative exchanges with unfamiliar partners therefore 
would not be feasible. While functional after extensive training, VAT and subsequent 
therapies work outside the modality of speech, and additionally limit the individual to 
communicate only specific, trained information. These compensatory treatments have not 
been studied in conversational group treatments.  
Other programs available for individuals with severe aphasia include drawing 
based programs such as the Communicative Drawing Program (CDP), Lyon and Sims 
interactive drawing (1986) and Back to the Drawing Board (BDB) (Morgan & Helm-
Estabrooks, 1987). All of the aforementioned drawing programs have methodical, 
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practice based methodology to improve and implement drawing skills in individuals with 
severe aphasia in order to communicate. Some research evidence suggests drawing can 
help facilitate word retrieval and increase verbal production (Helm-Estabrooks, Albert & 
Nicholas, 2004). These methods of communication while viable, are also compensatory 
in nature, and are based on facilitation of conversational speech.  
With recent advances in technology, therapy for severe aphasics has also geared 
more toward portable, AAC based training. Traditional computer based AAC approaches 
include programs such as Computer-Assisted Visual Communication (C-ViC) (Steele, 
Weinrich, Wertz, Kleczewska & Carlson,1989) and C-Speak Aphasia (Nicholas & Elliot, 
1999). Now, individuals can utilize mobile devices such as iPads and cellular phones as 
alternate and augmentative means of communication. Some apps include, but are not 
limited to, talking photo apps (e.g. Pictello), AAC apps (e.g. Proloquo2Go), text to 
speech apps (e.g. Verbally) and speech practice apps (e.g. Constant Therapy). Therapy 
including the use of technology is largely based on learning the function of the 
application for use as alternate means of communication, not participation based 
communication practice.  
Approaches that are more restorative in nature for individuals of severe profiles of 
aphasia include the Voluntary Control of Involuntary Utterances (VCIU) (Helm & 
Barrisi, 1980) and Melodic Intonation Treatment (MIT) (Albert, Sparks & Helm, 1973). 
VCIU is a therapy method used to “simulate the use of propositional speech” for 
functional communication of those with limited verbal output to stereotypic production of 
selected real words (Helm-Estabrooks & Nicholas, 2004).  Intervention using VCIU 
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progresses through oral reading of patient produced utterances, to confrontation naming, 
to conversational use of the selected words or phrases. This method is not effective for all 
individuals with severely limited output, and is largely based on building vocabulary in a 
discrete manner, versus actively participation- based therapy. Melodic Intonation 
Treatment (MIT) is another therapy method appropriate for those individuals with 
severely limited verbal output (Helm-Estabrooks & Albert, 2004). It is a hierarchically 
based treatment program where output is purposefully intoned and prolonged but 
following normal speech prosody of the target phrase. Candidates for this type of 
treatment are limited to those with at least moderately intact auditory comprehension and 
repetition.  
The treatment methods discussed are not an exhaustive list of therapy options 
available for individuals with more severe profiles of aphasia, but a common theme in 
methodology is evident. Overall, these techniques are by nature less participation 
oriented and not always functional for use in all communicative contexts.  Yet, IWSA 
have the same goals as those with less severe profiles in terms of social interaction and 
community involvement. While use of gesture and compensatory strategies can be useful 
in the facilitation of conversation for severely impaired individuals, it does not 
encompass the participation and conversation implications of conversation goals. 
Considering especially the limited amount of time and resources available for treatment 
of individuals with severe aphasia, it is crucial to maximize treatment to be as effective 
and functional as possible. Hinckley (2014) notes that when therapy durations are short, 
individuals with severe aphasia are less likely to improve in daily communication 
 11 
activities when an impairment-focused approach is used, and participation-focused 
intervention yields the best outcomes.  
An overarching theme of the literature is that individuals presenting with more 
severe profiles of aphasia are excluded from participation based treatment because they 
are too complex and traditional therapy methods include encouraging the use of 
compensatory methods of communication and training discrete communicative acts. 
Many individuals with severely compromised language abilities persist with these deficits 
for many years after therapy ends, submerged in environments with untrained 
communicators, are deemed “difficult to reach” and their “thoughts, feelings, and 
concerns are left unexplored and unknown” (Hersh, 1998; Parr, 2007).  Additionally, 
individuals living with severe aphasia are commonly subjected to social exclusion that is 
detrimental to quality of life, and could be prevented with ample communication support 
(Parr, 2007). Therefore, the purpose of this study is to examine the efficacy of a 
participation based, conversational group treatment in those with severe profiles of 
aphasia.  Specifically the following research questions will be investigated: 
1. Do individuals with severe profiles of aphasia demonstrate improved 
outcomes on standardized language measures as a result of participation in 
client-centered conversational group treatment? 
2.  Do individuals with severe profiles of aphasia demonstrate improved 
Functional and Quality of Life outcomes as a result of participation in 
client-centered conversational group treatment? 
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3. Do individuals with severe profiles of aphasia demonstrate improvements 
in discourse production (as measured by percentage of content 
information, as well as conversational turns) as a result of participation in 
client-centered conversational group treatment? 
 
METHODS  
Participants 
Participants presenting with a severe profile of aphasia were recruited from a 
larger set of 48 participants enrolled in a conversation group treatment study at Boston 
University and Temple University. All participants of the larger study are IWA who are 
native English speakers with no history of neurological disease (other than stroke), 
developmental speech, language or learning disabilities, or serious medical illness. Since 
difficulty with naming is the defining characteristic of aphasia (Helm-Estabrooks, Albert 
& Nicholas, 2004), severity of aphasia was determined by object naming scores on the 
Comprehensive Aphasia Test (CAT; Swinburn, Howard & Porter, 2004). In order to 
qualify as “severe” for inclusion in this study,  participants scored > 1 standard deviation 
below the mean of raw scores for the indviduals with chronic aphasia on the object 
naming portion of the Comprehensive Aphasia Test (<6.64) during pre-treatment 
assessment. Of the 48 participants in the large study, six met this inclusion criteria. One 
of the six was later excluded from this study due to revised diagnosis of vascular 
dementia. Demographic information and treatment information for the five participants 
are detailed in Table 1 and Table 2, respectively. Below the protocol is reviewed for the 
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relevant assessments/treatments from the larger study, as well as the treatment condition 
for each participant. 
Table 1. Demographic Information. 
 
Assessment Protocol for Pre-Treatment, Post-Treatment, and Maintenance 
Treatment groups 
Participants in the larger study were randomly assigned to one of three treatment 
conditions: dyads (2 IWA and one clinician), traditional group (6-8 IWA and 1-2 
clinicians) and delayed treatment (6-8 IWA and 1-2 clinicians).  Randomization was 
completed using a random number generator. Those individuals in the dyads and 
traditional groups completed one round of pre-testing, one round of post-testing, and 
three rounds of maintenance testing at 3, 6 and 12 months post-treatment. Those 
individuals in the delayed treatment group completed three rounds of pre-testing, one 
round of post testing, and one round of maintenance testing. Each individual who scored 
>1 SD blow the mean raw score on the object naming subtest of the CAT was chosen for 
inclusion in this study, regardless of treatment condition group. For the purpose of this 
study, data were analyzed only for one round of pre-treatment (most recent), one round of 
post-testing, and one round of maintenance (most recent) for each participant regardless 
of treatment condition group.  
Participant Age Years Educated Gender Ethnicity 
BU01 76 18 Male Caucasian 
BU04 71 16 Male Caucasian 
BU17 76 20 Male Caucasian 
BU23 79 13 Male Caucasian 
TU35 50 14 Male African American 
Mean 70.4 16.2   
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Table 2. Participant profile and group assignment data. 
Participant Tx 
Group 
Aphasia 
Profile 
CAT Raw 
Naming 
Score 
CAT Auditory 
Comprehension 
Score 
Individualized 
Conversation Goals 
BU01 Dyad TCS 2 28 Produce personally 
relevant main ideas using 
supported speech (cued 
use of writing, gestures, 
AAC), increase 
awareness and self-
correction of paraphasias. 
BU04 Large 
Group 
Broca’s 5 41 Produce complete simple 
active sentences, Produce 
personally relevant main 
ideas using supported 
speech (independent use 
of writing, gestures, 
AAC). 
BU17 Dyad Wernicke’s 0 29 Increase production of 
key words in discourse 
with the aid of supported 
speech (use of gestures, 
pictures, tablet), Increase 
the clarity of his 
utterances. 
BU23 Dyad Global 4 19 Increase independent use 
of supported speech 
devices (tablet), Increase 
the frequency of 
communication attempts. 
TU35 Dyad Sev Mixed 
Non-Fluent 
0 29 Produce personally 
relevant main ideas using 
multimodal 
communication/supported 
speech (gestures, AAC, 
pointing, and repeating), 
answer simple wh- 
questions given one 
repetition and picture. 
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Standardized Test of Language 
  The Comprehensive Aphasia Test (CAT;Swinburn, Howard & Porter, 2004) is a 
comprehensive psycholinguistic test battery that measures both receptive and expressive 
language in oral and written modalities. It was used to test discrete language skills, 
document the presence of aphasia, and serve as a measure of treatment effects. The CAT 
is considered to be a “valid and reliable test of language- processing abilities in adults 
with aphasia” that identifies intact processes in addition to impairments across a range of 
language modalities (Edmundson & Bruce, 2010).  
Conversation Speech Samples  
Three conversation speech samples per participant (one for each time period of 
testing) were collected and analyzed to determine how well the IWA communicates with 
a non-aphasic conversation partner. During each testing interval, the participants engaged 
in up to five minutes of unsupported, natural conversation with either a naïve 
conversation partner or with their administering clinician. Conversation topics 
surrounded goals for the upcoming group or a recent event from the previous weekend. 
Both the conversation partner and IWA’s utterances were recorded using Audionote 2 
LITE (Version 6.0; Luminant Software, 2018) and/or DVD-R and transcribed verbatim 
by the administering clinician. The samples were then coded using Correct Information 
Units (CIU;Nicholas & Brookshire, 1993) and the Profile of Word Errors and Retrieval in 
Speech (POWERS) method (Herbert, Best, Hickin, Howard & Osborne, 2012). A CIU 
analysis provides information about the accuracy, relevance and informativeness of 
connected speech samples of individuals with aphasia. CIUs are a reliable measure of the 
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informativeness of connected speech of adults with aphasia  (Nicholas & Brookshire, 
1993). Following the protocol set by Nicholas and Brookshire (1993), the total number of 
words produced by the IWA and the number of correct information units (CIUs) were 
summed. A percent CIU was then calculated by dividing number of CIUs by total 
number of words to reveal the percentage of informativeness of the speech sample.  
In addition to the CIU analysis, the POWERS analysis was completed to provide 
a quantitative means of measuring an individual’s ability to produce meaningful words in 
natural conversation and served as a reliable tool for examining if word retrieval 
difficulties improve after therapy (Herbert, Best, Hickin, Howard & Osborne, 2012). The 
POWERS analysis detailed information regarding number, length and type of turns, 
number of content words, number of nouns, as well as number and type of speech errors 
and served to expand upon the data collected from the CIU analysis.  Due to the 
variability of the discourse production profiles of each participant, targeted sections were 
identified within the POWERs method as individual targeted outcome measures. An 
additional measure of calculating content words produced per minute was completed in 
order to control for sample length variability and serve as a standard measure of treatment 
effects across the intervals of testing. The data collected from the POWERS analysis was 
analyzed in conjunction with the individualized treatment goals to examine possible 
treatment effects with regard to increased turn taking, increased use of content words and 
decreased errors.  
Finally, appropriate and inappropriate Information Carrying Words (ICWs) from 
the picture description subtest on the CAT were compared for each individual across 
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testing intervals. ICWs demonstrate the individual’s ability to produce words that convey 
meaning in the correct context (Swinburn, Howard & Porter, 2004). In addition, 
examining increases or decreases in inappropriate ICWs provides further information 
about the frequency and type of errors present in the IWA’s connected speech. Since 
ICWs are not only content words, but words or units of words that add information to the 
message, it is a valuable analysis to examine relevance of connected speech in addition to 
CIUs and serve as a measure of treatment effects.  
Standardized Patient – Reported Outcomes 
Two quality of life measures were used to determine the impact of IWA’s 
communication deficits on daily life. The first was the adapted, 12 item version of the 
Aphasia Communication Outcome Measure (A-COM), a psychometrically validated 
questionaire that measures how effectively the IWA communicates with others (familial 
and strangers alike) in functional situations. The A-COM is based on an “empirically 
supported measurement model” and “may provide a reliable and valid assessment of 
patient reported communicative functioning in aphasia” (Hula et al., 2015). However, it is 
important to note that in validity testing of this measure, individuals at the extreme low 
end of the aphasia severity continuum were excluded or underrepresented, which may 
have contributed to the exclusion of more simple communicative tasks in the 
questionnaire. Responses from severe participants on the adapted version of the A-COM 
can still provide valuable information on the participants’ insight regarding their own 
communication deficits and self-reported difficulty with success in daily communicative 
situations. The second was The Lubben Social Network Scale-6 (LSNS-6), another 
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questionnaire used to quantify social isolation and assess social supports in the geriatric 
population. Lubben et al. (2006) determined this screener provides valid information 
about social and familial relationships that can identify individuals as being at an elevated 
risk for social isolation and associated health risks. Tang et al. (2005) found a strong 
correlation between low LSNS-6 scores and post-stroke depression, providing one 
example of the associated health risks with social isolation, and the effectiveness of the 
LSNS-6 to reveal or predict these correlations.  
Treatment 
Treatment frequency and conditions 
Treatment ocurred twice per week for 60 minutes, for 10 weeks, equaling a total 
treatment time of 20 hours. Treatment was conducted by trained SLP graduate students 
under supervision of a licensed SLP. Every session followed guidelines of conversation 
treatment. Each week, a new topic was introduced to the participants in addition to 
multimodal supports (e.g. powerpoint slides with relevant images, iPads available for use 
of the participants, written models on paper and white boards, paper print-outs of 
communication supports). Sample topics included personal history, dining, travel and 
current events. These topics were provided the week prior to discussion with the group to 
allow the IWA to prepare relevant information. Individualized treatment goals were 
created for each participant based on the results of assessment that guided the amount of 
cues and supports to be provided by the student clinicians (see Table 2). In addition, 
clinicians modeled the use of the available multi-modal supports and supplemented 
speech with key words and gestures to facilitate communication. Clinicians were 
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encouraged to promote equal participation of each IWA.  Treatment fidelity was 
monitored with checklists. An observer tallied number of conversational turns as well as 
variety and frequency of supports used during each session; 50% of all sessions were 
coded by two observers and matched for inter-rater reliability. 
Data Analysis  
Due to the small sample size, a McNemar’s test, (a variation of a chi-squared 
distribution), was used to analyze standardized language data. The CAT performance for 
each test item for each subtest was aggregated and then analyzed for each participant.  
One represented the presence of a correct response on any given item of the CAT 
(including delayed responses and self corrections), and zero represented an incorrect 
response. This test statistic was used to analyze differences in item responses across the 
three intervals of testing: pre-treatment, post-treatment and maintenance. A p value of .05 
or lower was considered to be significant. The ACOM data were analyzed by comparison 
to the clinically significant change score (W.D. Hula, personal communication, April 11, 
2018). The change score is the difference between two raw scores obtained at different 
intervals of testing. The formula for calculating the standard error for this change score  
(√ (SE12 + SE22)) was used for each set of time intervals (i.e., pre to post, post to 
maintenance, pre to maintenance). When the change score was divided by the change 
score standard error for each interval, and was found to be >1.64 (t), this indicated a 
reliable, clinically significant change in scores with 95% confidence (W.D. Hula, 
personal communication, April 11, 2018). The Lubben’s scores were analyzed as a group 
using a Wilcoxon signed rank test.  Given the complex nature of the deficits and varying 
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conversational goals of each of the participants, language sample data were analyzed 
qualitatively with regard to treatment goals. %CIUs, total number of appropriate and 
inappropriate ICWs on the CAT picture description subtest, and values for targeted 
outcome measures chosen from the POWERS were found and compared for each 
participant at each testing interval. Each participant included content words as a targeted 
outcome measure and conversation lengths varied per participant and testing interval, 
therefore content words per minute were also calculated for each sample.  
 
 
RESULTS 
The results of the pre-treatment, post-treatment and initial maintenance assessments are 
described by task below. 
Standardized Language Scores 
 Comprehensive Aphasia Test 
  Raw data and group averages for this measure can be found in Table 3. The 
results of the McNemar’s test statistic for the CAT data at each timepoint are summarized 
in Table 4/Figure1 for each participant.  
 
Table 3. Total percent items correct on specific language measures of the CAT. 
 Pre-treatment Post-treatment Maintenance 
Participant % Correct % Correct % Correct 
BU01 29.9% 41.2% 36.2% 
BU04 32.2% 24.1% 34.5% 
BU17 25.3% 23.0% 20.0% 
BU23 6.3% 15.5% 5.8% 
TU35 21.3% 20.7% 16.1% 
Mean 23% 24.9% 22.52% 
Note: N=174 test items  
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Table 4. Change in individual performance on discrete linguistic measures on the CAT. 
 Pre-post Post- maintenance Pre- maintenance 
Participant χ2 p χ2 p χ2 p 
BU01 8.89 .003* 1.84 .175 2.56 .109 
BU04 5.28 .022* 9.03 .003* .300 .584 
BU17 .281 .596 - .238 2.25 .134 
BU23 8.04 .005* 8.26 .004* - 1.00 
TU35 .000 1.00 - .152 - .108 
Note: Based on McNemar analysis. *Statistical significance at or below p = .05.  
 
Of the five participants, two (BU01 and BU23) showed a statistically significant 
increase in performance on the CAT from pre-treatment to post-treatment. The remaining 
three participants showed a decrease in performance from pre-treatment to post-treatment 
timepoints.  One participant (BU04) demonstrated a statistically significant decrease from 
pre to post treatment (p =.022) but demonstrated a statistically significant increase in 
performance from post treatment to maintenance testing (p=.003). BU23’s scores 
significantly decreased from post to maintenance time periods, at p =.004. All other 
scores decreased slightly, but did not reach statistical significance. 
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Figure 1. Change in individual performance on discrete linguistic measures on the CAT.  
 
 
 
 
 
 
 
 
 
 
Conversation Speech Samples 
The %CIUs for each testing interval as well as the results of the POWERS analysis with 
regard to each participant’s targeted outcome measure are summarized in Table 5.  
Table 5. POWERS and %CIU in natural conversation. 
Participant Targeted Outcome 
Measure 
Pre-Treatment Post-Treatment Maintenance 
BU01 Substantive turns 49 27 14 
Content words 112 73 189 
Semantic Paraphasias 6 3 5 
%CIU 77% 48% 65% 
 Conversation length 5:00 3:22 3:02 
 Content words/min 22.4 21.68 62.3 
BU04 Total turns 14 - 9 
Substantive turns 10 - 4 
Content words 115 - 8 
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%CIU 56% - 59% 
 Conversation length 5:00 - 1:36 
 Content words/min 23 - 5 
BU17 Substantive turns 44 14 3 
Content Words 276 243 122 
Circumlocutions 28 8 4 
%CIU 55% 61% 54% 
 Conversation length 5:00 4:21 1:58 
 Content words/min 55.2 55.86 62 
BU23 Total turns 31 37 39 
Content words 21 79 72 
%CIU 58.5% 44.8% 44.9% 
 Conversation length 5:00 5:00 4:55 
 Content words/min 4.2 15.8 14.6 
TU35 Substantive turns 5 9 4 
Content words 4 5 10 
%CIU 69.77% 94.20% 63.40% 
 Conversation length 3:17 5:00 2:54 
 Content words/min 1.22 1 3.45 
 
Overall, two participants demonstrated an increase in %CIU from pre-treatment to 
post-treatment (BU17 and TU35) that returned to baseline at maintenance testing. Two 
participants showed a decrease in %CIUs from pre-treatment to post-treatment (BU01 
and BU23). BU04 produced minimal change in %CIU from pre-treatment to 
maintenance. Three of five participants showed an increase in content words per minute 
at the maintenance testing interval (BU01, BU17, TU35). BU23 demonstrated an increase 
in pre-treatment to post-treatment in content words per minute, while BU04 decreased 
post to maintenance.  
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Individual targeted outcomes 
BU01 steadily decreased the number of substantive turns over the three intervals 
of testing, however length of conversation also decreased. Number of content words and 
%CIUs decreased from pre-testing to post-testing (i.e., by 39 words and 29% 
respectively), but increased from post-treatment to maintenance testing. Semantic 
paraphasias decreased pre-treatment to post-treatment, but increased post to maintenance. 
Content words produced per minute was stable at pre and post-treatment but increased at 
maintenance. 
Due to unforeseen technical difficulty, recordings of post-treatment language 
samples for BU04 were irrecoverable and subsequently unable to be coded and analyzed. 
In comparison from pre-treatment to maintenance intervals, BU04 produced a decreased 
number of total turns, substantive turns and content words in a much shorter 
conversation. %CIUs increased by 3%, while content words per minute decreased 
significantly pre-treatment to maintenance. 
With regard to substantive turns and content words for BU17, scores decreased 
substantially over the three testing intervals. Circumlocutions, categorized as speech 
errors, decreased dramatically (i.e., 28 to 8) pre-treatment to post-treatment, and 
decreased further but more gradually post-treatment to maintenance (i.e., 8 to 4). While 
pre and post-treatment samples were comparable in length, maintenance conversation  
was significantly shorter thant the previous two. %CIU increased by 6% pre-treatment to 
post-treatment, and decreased 7% post-treatment to maintenance. Content words 
produced per minute of conversation remained relatively stable from pre to post-
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treatment and increased at maintenance testing.  
BU23 demonstrated a gradual increase in total number of turns over the three 
intervals of testing. Number of content words substantially increased from pre-treatment 
to post-treatment (i.e., by 58 words) and slightly decreased from post-treatment to 
maintenance. Sample length across the testing intervals was comparable (~ five minutes). 
%CIU gradually decreased over the three periods of assessment, while content words 
produced per minute increased dramatically from pre to post-treatment.  
TU35 increased substantive turns by 4 from pre-treatment to post-treatment, and 
decreased by 5 turns from post-treatment to maintenance. However, conversation sample 
length also increased, then decreased between these intervals as well. Number of content 
words produced gradually increased over the three intervals of testing. %CIUs 
substantially increased from pre-treatment to post-treatment (i.e., by 24.43%) and 
decreased from post-treatment to maintenance (i.e., 30.8%). Content words produced per 
minute remained relatively stable from pre to post-treatment but increased at maintenance 
testing. 
 
Table 6. ICWs on CAT picture description. 
 Pre-treatment Post-treatment Maintenance 
Participant Appropriate Inappropriate Appropriate Inappropriate Appropriate Inappropriate 
BU01 3 5 10 10 3 5 
BU04 4 2 4 3 5 5 
BU17 2 3 5 1 3 35 
BU23 0 2 0 0 0 0 
TU35 0 1 2 0 2 0 
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Information Carrying Words 
Three participants demonstrated an increased number of appropriate information 
carrying words from pre-post treatment on the picture description task (BU01, BU17, 
TU35). The remaining two participant’s productions of appropriate information carrying 
words remained the same at this interval.  Three participants demonstrated a decrease in 
the number of inappropriate information carrying words from pre-treatment to post-
treatment (BU17, BU23, TU35) while the remaining two increased at this interval. 
Number of appropriate and inappropriate information carrying words per participant at 
each time interval can be found in Table 6.  
Standardized Patient – Reported Outcomes 
The Lubben’s Social Network Scale 
Results of the Wilcoxon Signed Ranks Test, which examined changes in 
responses on The Lubben’s Social Network Scale, revealed no significant group change 
between any testing interval (Table 7).  
Table 7. Group differences in responses on The Lubben’s Social Network Scale across 
testing intervals. 
 Pre-Post  Post-Maintenance Pre-Maintenance 
Z -.921 -.271 -.813 
p .357 .786 .416 
Note: Based on Wilcoxon Signed Ranks Test. *Statistical significance at or below p = 
.05. 
 
The Aphasia Communication Outcome Measure (ACOM) 
ACOM raw scores and standard errors were calculated by the program contingent 
on the participants’ responses. The results are summarized in Table 8. Results of the 
calculations of clinically significant change scores across testing intervals revealed a 
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significant increase in self-reported communication efficiency pre to post treatment for 
only one participant (TU35).  However, three of the five participants demonstrated 
significant increases from pre-treatment to maintenance testing.  
Table 8. ACOM raw scores and standard errors (SE).  
Note: SE= standard error provided by the ACOM software upon completion of the task 
One participant (BU23) showed significant decrease in scores pre to post 
treatment, significant increase from post to maintenance, and significant decrease from 
pre-treatment to maintenance. Change scores and clinically significant t scores for each 
participant can are summarized in Table 9. 
Table 9. ACOM change scores and clinical significance. 
 Pre-Post Post-Maintenance Pre-Maintenance 
Participant Score SE t Score SE t Score SE t 
BU01 +2.09 3.35 0.62 +4.51 3.61 1.25 +6.60 3.68 1.80* 
BU04 +.66 3.71 .18 +7.33 3.91 1.87* +7.99 4.11 1.94* 
BU17 +5.61 3.88 1.45 -4.60 4.00 1.15 +1.01 4.08 .25 
BU23 -30.74 4.65 6.61* +23.78 4.36 5.45* -6.96 4.05 1.72* 
TU35 +20.09 4.70 4.27* -1.68 3.67 0.46 +18.41 4.76 3.87 
Note: *Clinically significant change score at or above t = 1.64.  
 
DISCUSSION 
Group Similarities and Differences 
Given the small sample size and the variability in profiles,  the performance of 
each participant will be discussed below relative to individual treatment goals. Caution 
 Pre-treatment Post-treatment Maintenance 
Participant Score SE Score SE Score SE 
BU01 43.66 2.42 45.75 2.32 50.26 2.77 
BU04 44.40 2.77 45.06 2.47 52.39 3.03 
BU17 36.76 2.80 42.37 2.68 37.77 2.97 
BU23 59.97 3.08 29.23 3.48 53.01 2.63 
TU35 24.06 3.96 44.15 2.54 42.47 2.65 
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must be exercised in extracting meaningful conclusions due to the following variables: 
small sample size, complexity and severity of client profiles and varying length of 
conversation samples. However, interesting patterns of performance and questions arise 
from a closer look at the data set. Overall, two of five participants showed significant, 
positive treatment effects on standardized linguistic measures at post-treatment testing. 
Three of five participants demonstrated significant positive, functional treatment effects 
based on the results of the ACOM measure at maintenance testing. In addition, all four 
participants whose data were analyzed post-treatment demonstrated progress toward at 
least one targeted outcome measure based on individualized goals. 
The two participants that made significant improvements from pre to post-
treatment (BU01 and BU23) on discrete linguistic measures showed similar patterns of 
decreased performance from post-treatment to maintenance testing (Figure 1). Both of 
these participants were randomly assigned to a dyad group, however, not the same dyad 
group. Two individuals who showed stable, but slightly decreased performance from pre 
to post-treatment on the CAT (BU17 and TU35) were also randomly assigned to a dyad 
treatment group. At baseline, BU17 and BU35 both obtained a 0 for the raw object 
naming score on the CAT, while BU01 and BU23, while still 1SD below the aphasic 
mean, scored a 2 or above. Having some, although minimal, naming abilities at baseline 
may be predicitive of the participant’s success with this treatment program with regard to 
making significant improvements on discrete language measures. This finding may also 
lend support to studying whether those with more severe naming deficits in particular at 
baseline may benefit from a longer treatment duration or an increased dosage of 
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conversaton treatment. Baseline auditory comprehension scores did not appear to impact 
or predict outcomes on this measure, as BU01, BU17 and TU35 presented with similar 
baseline scores yet differed signficantly in performance post-treatment. BU04 had the 
highest auditory comprehension at baseline, yet scores significantly decreased at post-
treatment testing. BU23 demonstrated the lowest raw auditory comprehension score at 
baseline yet made the largest gains pre-treatment to post-treatment.  
The only individual who performed significantly worse on standardized language 
measures following the group treatment was assigned to the large group, but this 
individual demonstrated improvement in language skills at maintenance testing. All 
individuals enrolled in the dyad groups performed better than the individual in the large 
group on CAT measures, and the only two participants who made significant gains in 
concrete linguistic skills were a part of the dyadic group condition. It is possible that 
effects of treatment in a large group environment may take longer to show on 
standardized testing. However, further study with  a larger sample size for each group is 
necessary to determine the effect of group size on outcome measures.  
The results of the Lubben’s Social Network Scale indicated no significant impact 
of the group conversation treatment on the amount of individuals in the social networks 
of the participants involved in this study. This may have been influenced by the 
imbalance of dyad particpants over large group, as a large group provides more 
opportunity for expanding social networks, or the small sample size in this study.  
In terms of the impact of the conversational treatment on self-reported measures 
of communcative effectiveness (ACOM), four of the five participants showed an increase 
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at maintenance testing which suggests that the functional communication effects are 
realized at a later date, which may in turn also lend support for a longer treatment period. 
Although each participant varied in terms of subprofile of aphasia and targeted 
outcomes for conversational speech, all made progress toward at least one of their 
individualized treatment goals form pre-treatment to post-treatment testing intervals. In 
addition, each participant showed regression in at least one outcome measure from post-
treatment to maintenance testing. This, in addition to the trend of significantly increased 
ACOM scores particularly from pre-treatment to maintenance testing for each individual 
(indicating change, but at a slow rate), indicate that this treatment has potential benefit for 
indivdiuals with severe forms of aphasia. 
Individual Outcomes 
BU01: BU01 presented with a fluent profile of aphasia at baseline, with fair/poor 
auditory comprehension skills that decrease with input of increasing length and 
complexity. Baseline object naming raw score was 2 and auditory comprehension raw 
score was 28. He was randomly assigned to a dyad treatment group. Goals included 
producing more personally relevant main ideas and increase awareness and correction of 
paraphasias. This participant was one of two participants that demonstrated a statistically 
significant increase in scores on the CAT from pre-treatment to post-treatment testing 
intervals. From post-treatment to maintenance, this participant decreased in performance 
on standardized linguistic measures, but not to statistical significance. In terms of 
outcomes in conversational speech, number of substantive turns, and number and 
relevance of content words produced did not improve as a result of treatment. However, 
 31 
number of semantic paraphasias decreased pre-treatment to post-treatment, and returned 
to baseline post-treatment to maintenance. All postive treatment outcomes measured from 
pre-treatment to post-treatment were noted to return to baseline or below at the 
maintenance testing interval. In addition, ACOM measures for this individual 
significantly increased from pre-treatment to maintenance testing, indicating that his 
perception of his communicative effectiveness improved, but with a gradually increasing, 
or latent effect. Therefore, given the regression of linguistic and language sample 
measures at maintenance and gradual increase of functional communication over the 
course of treatment and beyond, this individual may benefit from a longer period of 
therapy following this model of delivery. 
BU04: BU04 presented at baseline with a non-fluent severe profile of aphasia, relatively 
strong auditory comprehension skills (raw score 41 on the CAT) and a raw score of 5 on 
the CAT naming objects subtest. Goals for treatment included producing more complete 
active sentences and personally relevant main ideas. This participant was the only 
participant in this sample randomly assigned to the large treatment group. BU04 
demonstrated a statistically significant decrease in performance on standardized linguistic 
measures on the CAT from pre-treatment to post-treatment. These scores significantly 
increased from post-treatment to maintenance testing. With regard to conversational 
speech, post-treatment POWERS and CIU measures are missing for this participant. 
Language sample analysis from pre-treatment to maintenance revealed a decrease in all 
measures but %CIUs. ICWs remained relatively stable across testing intervals. ACOM 
scores dramatically and significantly increased from post-treatment to maintenance, and 
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subsequently showed a statistically significant increase from pre-treatment to 
maintenance. This indicated a potential latent effect on the participant’s functional 
communication outcomes.  Overall, outcomes from the treatment were positive only in 
results of later, functional measures, but not in concrete linguistic measures. With 
missing data, it is unknown if conversational speech measures improved pre-treatment to 
post-treatment, but based on ICW measures, use of relevant information units in 
connected speech during a picture description task did not increase. 
BU17: This participant presented at baseline with a fluent profile of aphasia, categorized 
with relatively fair/poor audtiory comprehension skills (29 on auditory comprehension 
total on the CAT) and a score of 0 for raw object naming on the CAT. He was assigned to 
a dyad group. His individualized goals for treatment included increasing production of 
key words and increasing clarity of utterances. BU17 gradually decreased in performance 
on linguistic measures over the three testing intervals, but not to statistical significance. 
With regard to conversational speech, substantive turns and content words decreased 
consistently over the three intervals of testing. However, number of circumlocutions 
largely decreased from pre-treatment to post-treatment and sustained to maintenance. 
Slight increase of  %CIUs and appropriate ICWs pre-treatment to post-treatment 
demonstrated mild improvement in relevance of speech, however these outcomes did not 
sustain to maintenance testing. In addition, inappropriate ICWs substantially increased 
from post-treatment to maintenance. ACOM data did not reveal any reliable change 
across all three intervals of testing. Although CAT scores and ACOM scores did not 
reveal statistically significant change, language samples increased in relevance and 
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decreased in number of targeted errors from pre-treatment to post-treatment. Although 
some remained stable at maintenance, regression to baseline or below in these measures 
indicate potential need for longer treatment.   
BU23: BU23’s deficits were categorized at baseline to be consistent with a global 
subtype of aphasia. Speech was characterized as nonfluent, he presented with poor 
auditory comprehension skills, (raw score of 19 on the CAT) and earned a 4 on the object 
naming subtest of the CAT.  He was assigned to a dyad treatment group. In terms of 
treatment goals, this participant aimed to increase use of supported speech devices and 
increase number of communication attempts. As a result of treatment, with regard to 
concrete linguistic outcomes per the CAT, this participant significantly increased scores 
pre-treatment to post-treatment, and then significantly decreased scores from post-
treatment to maintenance. For this individual, positive treatment effects were observed 
immediately post-treatment in terms of discrete language outcomes. The significant 
decrease in scores from post-treatment to maintenance testing indicates a need for 
continued treatment to maintain effects on these measures. In terms of conversational 
speech outcomes, BU23 steadily increased total turns across the three intervals of testing, 
and produced a substantial increase in content words from pre-treatment to post-
treatment. This increase in content words remained stable at maintenance testing. %CIUs 
and ICWs showed no significant change, indicating that while number of content words 
increased, relevance of speech production in conversation and picture desciption tasks 
remained the same over the three intervals of testing. ACOM scores significantly 
decreased 30 points from pre-testing to post-testing, and significantly increased back 
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from post-treatment to maintenance. This dramatic change in perception of effectiveness 
of communication from pre-treatment to post-treatment could be attributed to exposure to 
other IWA, in addition to increase in awareness of deficits. However, it has been noted 
that large differences in test-retest differences are commonly seen in IWA on this 
measure, and could be attributed to differences in mood or a number of other factors 
(W.D. Hula, personal communication, April 11, 2018).  
TU35: TU35 was characterized as a non-fluent profile of aphasia with fair/poor auditory 
comprehension that decreased with increasing length and complexity per the CAT (29 
raw score). He earned a 0 for the object naming subtest on the CAT at initial assessment. 
The participant was randomly assigned to a dyad treatment group. Goals included 
increasing number of productions of main ideas and answering wh- questions. In 
comparison of assessments across baslines, TU35 demonstrated a gradual decrease in 
CAT scores across all three intervals of testing, but not to statistical significance. Speech 
samples revealed an increase in substantive turns and %CIU from pre-treatment to post-
treatment that returned to baseline at maintenance testing. Production of content words 
gradually increased over the three intervals of testing with the highest number produced 
at maintenance. Relevance of information provided in the CAT picture description 
appeared to increase from pre-treatment to post-treatment, and remain stable at 
maintenance testing, evidenced by a higher number of appropriate ICWs and a lower 
number of inappropriate ICWs. Functional communication measures indicated that this 
individual perceived his communicative effectiveness to significantly increase from pre-
treatment to post-treatment. This reflected in a significant increase when comparing pre-
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treatment to maintenance testing. While discrete language measures did not improve as a 
result of treatment, functional outcome measures and all targeted conversational speech 
measures increased from pre-treatment to post-treatment. However, not all of these 
outcomes remained stable to maintenance testing, indicating a potential need for longer 
intervals of treatment.  
Limitations and Future Research 
This study is intended to be a preliminary look at the benefits of conversational 
group therapy for individuals with severe profiles of aphasia and as such, there are 
several methodological issues which prevent drawing any clear conclusions. A 
randomized control trial, focusing specifically on the efficacy of group conversational 
treatment for individuals with severe aphasia, would address many of the aforementioned 
methodological concerns of this study. In addition to a larger sample that controls for 
group size, it may be important to consider a longer duration of treatment and to 
specifically probe the importance of a baseline minimal naming ability in predicting 
outcomes.  
Further studies to control for group size is critical to examine the true 
effectiveness of individualized conversation group therapy for individuals with severe 
aphasia. In addition, other analyses of discourse should be considered for measuring 
progress toward treatment outcomes. Given the variability and severity of each of the 
participants in this study, it is clear that there is a need for a better tool for qualifying 
discourse. While %CIUs were calculated for each of the participant, it is unknown and 
unproven if they can provide clincially reliable information when applied to the 
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connected speech of adults with severe aphasia. CIUs were designed to measure 
informativeness of connected speech, but in picture description and request for personal 
infromation tasks, not conversation or discourse (Nicholas & Brookshire,1993). The 
POWERS analysis serves as a valuable tool for identifying targeted outcome measures in 
relation to individualized goals, however, given the varying subtypes of severe aphasia, it 
is unmanageable to apply this analysis to a group as a whole. In addition, IWSA converse 
in less traditional ways, and may rely on compensatory measures or use of multimodal 
supports to take turns or participate in conversation. Examining discourse using a 
macrostructure analysis for presence or absence of “main units” without the consideration 
of accuracy or completeness may be more appropriate (Nicholas & Brookshire, 1995). 
Furthermore, the nature of conversation lends itself to variability in the length of turn of 
the conversational partner, or individual without aphasia.  Although the participants were 
given five minutes of conversational opportunity, the tendency for IWSA to abandon 
conversation also prevented a consistent length of sample. This prevents a direct 
comparison of discrete number of targeted outcomes across intervals, and therefore more 
percentage or rate- based measures should be considered. Quality of life meaures also 
lack sensitivity to communicative effectiveness of those with severe profiles. The 
ACOM, for example, excluded or underrepresented individuals at the low end of the 
aphasia severity continuum and may have contributed to the the exclusion of more simple 
communicative tasks in the questionnaire. Further studies might code for themes of 
importance to individuals with aphasia (e.g., agency, control, actively hoping) rather than 
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specific communication events, in order to better qualify functional communication for 
this population (Strong, Lagerwey & Shadden, 2018). 
CONCLUSION 
Individuals with severe profiles of aphasia have significant communication 
deficits that have the potential to marginalize and isolate them from participating in 
society and which  negatively impact quality of life. In seeking treatment for these severe 
deficits in communication, individuals with severe aphasia (IWSA) often present with 
similar goals with regard to conversation and inclusion in social environments as those 
with less severe profiles, yet receive therapy that is focused on more discrete 
communication tasks. This could be due in part to the lack of research studies that include 
IWSA as subjects regarding efficacy of conversational, group and/or participatory style 
therapy because of their complex communication needs. This study took a preliminary 
look determine if IWSA benefitted from functional conversational group treatment.  
Results were variable across participants. Two participants, particularly those 
with a slightly higher baseline naming ability, achieved significant improvement on 
discrete linguistic measures, while others decreased slightly, and one other decreased 
significantly, post-treatment. However, all participants demonstrated improvement in at 
least one area of conversational speech production across the three intervals of testing, 
and the majority of individuals showed an improvement in self-reported communicative 
effectiveness per the ACOM at maintenance testing. These results should be carefully 
interpreted, however, they do lend support for further study in this area for this 
subpopulation of aphasia. 
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